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ety can be performed; decision on the donating of 
eyes or other tissues that can restore lost functions 
to the living. --_ 

\\?hatevcr one IlMy believe ahout a life after 
deatlb, ollc’ Ciln scarcely deny thiit the memory left 
in the thoughts of those still living provides- a 
means of achieving some part of it. 

AS penned by iUl unknown author: 

INFECTIOUS DRUG RESISTANCE 
SISCE the inception of antibiotic therapy, the dra- 

matic healing power of antimicrobial agents has 
been threatened by the ever more insistent emer- 
gence of antibiotic-resistant bacteria. Some of the 
clinical’ and biologic2 problems posed by this yhe- 
nomenon have been summarized recently. Until 
lately, the principal mechanism responsible for drug 
resistance w.as thought to be spontaneous mutation 
at a low rate to a particular drug resistance followed 
by selection of resistant cells in the presence of the 
drug. 

Although threatening enough, this mechanism is 
slow and cumbersome in comparison with infectious 
~~ultiple drug resistance, a newly discovered 
drocess that is intellectually fascinating and thera- 
peutically frightening. First recognized in Japan in 
$959, infectious multiple drug resistance is a 
process by which sets of genes determining resist- 
ince to several unrelated antibiotics are transferred. 
together from resistant to sensitive strains by cell- 
to-cell contact. 

These genes are not located on the bacterial 
chromosome, but on extrachromosomal genetic ele- 
ments called R factors, which are composed of DNA 
j,ut replicate autonomously. R factors contain a re- 
gion called RTF (resistance-transfer factor) that de- 
f?rmines infectivity and to which the separate 
drug-resistance genes are attached. R factors resem- 
gle viruses without coats, but they are also modified 
&x factors since they mediate their -own transfer 
*m cell to cell. 
.-,Transfer occurs not only within species of the 
enteric bacteria but also between groups as diverse 
a$ shigella, salmonella, klebsiella, vibrio, pasteu- 
yclla, serratia and the ubiquitous Escherichia coli, 
which can serve as a reslrvoir. Indeed, Es&. coli is 
of key importance in facilitating transfer of R factors 
from one pathogen to another and from animals to 
humans. 

An analogous situation exists in the staphylococci, 
where antibiotic therapy has been notoriously diffi- 
cult, Genes for resistance to penicillin, erythromy- - . 

are carried on extrachroinosom:~l particles &led 
plasmids. No RTF’s have been found, but plasrlids 
are transferred from cell to cell by phages. It ma I 
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the rapid emergence of drug resistance among, the 
staphylococci is related to the disseminatio of 
plasmids by phage transduction. 1 

The first report of R f&tors outside 
f&h Great Britain in 1962,” and 
surveys of their distribution as 
their fundamental properties had 
ried out there403 as well as in Japane; R factors had 
also been reported in other European countries ,;md 
in Israel. However, the first clinical study of R ifac- 
tors in the United States, by KAins ~~1 C:ok*l~ 
appears elsewhere’in this issue of tllr jottr)tal, /;cntl 
similar studies are in progress in Boston and &‘ew 
York. These investigations stress the present w\de- 
spread occurrence of enteric bacteria harborink R 
factors in this country. And they 
threat to antibiotic therapy posed 
tious agents, tis well as the need 
spread. 

Both Japanesk and British studies have correl&ed 
the precipitous rise in frequency of R factors \vith 
the increasing use of antibiotics not only in cli&cal 
practice but also in the care and feeding of \ive- 
stock. Antibiotics are now incorporated routinely in 
livestock feeds, providing a constant selection pres- 
sure on R factors that can be readily transferrep to 
man, It appears that unless drastic measuresI are 
taken very soon, physicians may find themse, ve> II 
back in the preantibiotic Middle Ages in the treat- 
ment of infectious diseases. 
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POST-TRANSFUSION PURPURA / 
A ~1x1‘11 case of post-transfusion purgura isi de- 

scribed by Morrison and Mollison in this issub of 
the ~ournul. The infrequency with which this disor- 
der occurs places it rather low among the various 
causes of postoperative thrombocytopenia, but spme 
of its implications deserve consideration, Morr;son 
and Mollison suggest that p‘art of th’e antibody pro- 
duced in response to the PlA1 platelet antjgen 
crossreacts with a structurally similar antigen: on 
autologous platelets, resulting in thrombocytopbnin 
and absorption from the circulation of the CI!OSS- 
reactine antibodv fraction and thereby render& it tin, tetracycline, chloramphenicol and kanamycin ~~ v 


